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Introduction
Over the past few decades, India's maternal mor tality ratio has declined substantially from 437 deaths per 100 000 livebirths in 1992-93 to 167 deaths per 100 000 livebirths in 2011-13. 1,2 Despite these improve ments, maternal health still requires urgent attention. India is the second largest contributor to the global burden of maternal deaths, accounting for 15% of all maternal deaths. 3 Maternal mortality remains high in Uttar Pradesh, India's most populous state, with the most recent estimate of maternal mortality at 285 deaths per 100 000 livebirths. 2 The Indian Government has had some success in increasing facility births. 4 How ever, concerns about quality of care and the capacity of the public sector to meet the increased demand for institutional deliveries need to be addressed. 5 Whether the private sector can be harnessed to improve health is at the forefront of ongoing debates in India and internationally. 6, 7 India's private healthcare sector is extensive and diverse. It ranges from sophisticated tertiary hospitals, which provide medical care of an international standard, to unqualified rural healthcare providers and alternative systems of medicine. Most registered doctors work in the private sector, which is often the first point of contact for a substantial proportion of the population. [8] [9] [10] Evidence on the most effective strategies to improve the quality of private sector services remains scarce. 7, 11, 12 Regulation of the private sector in India has proved challenging and alternative strategies that encourage private providers to raise standards are required.
One prominent strategy is social franchising, an organi sational model that applies the principles of commercial franchising for socially beneficial ends. Social franchises Effect of a multifaceted social franchising model on quality and coverage of maternal, newborn, and reproductive health-care services in Uttar Pradesh, India: a quasi-experimental study are networks of private providers that pay a fee to operate under contract with a common agency under a single brand. In return, the franchiser markets the brand and supports the provider to adhere to quality stand ards through training, clinical protocols, drugsupply management, and new technologies such as telemedicine. 13 In 2014, franchises reached almost 30 million people in lowincome and middleincome countries (LMICs), with most funding coming from international donors. 14 Although considerable resources are being channelled to social franchising in LMICs, evidence from rigorous studies on the effectiveness of clinical social franchising is scarce, [15] [16] [17] and this gap in knowledge urgently needs to be addressed.
In this study, we report results of an impact evaluation of the Matrika social franchise programme, implemented by World Health Partners (the franchiser) in partnership with Pathfinder International in India. We aimed to determine whether the social franchise model could improve the quality and coverage of healthcare services along the continuum of care for maternal, newborn, and reproductive health.
Methods

Study design
The Matrika programme was a complex multifaceted intervention that sought to improve maternal health primarily by leveraging the private sector. The basic approach combined various activities to encourage more women to use services and raise the quality of antenatal care, obstetric care, and family planning services (panel). The core component of the programme was the Sky social franchise network of private providers, but it was also recognised that the capacity of, and linkages with, the public sector would need to be strengthened if the programme was to have an effect. The intervention was implemented in three districts (Kannuaj, Kanpur Nagar, and Kanpur Dehat) of the Indian state of Uttar Pradesh between September, 2013, and May, 2016. Our process to understand the theory of change for Matrika began with a meeting between the evaluation team and the implementing partners in December, 2013. 18 Over the course of implementation, we collected data on imple mentation and updated the theory of change to reflect adaptations (appendix).
The study was done in the three intervention districts and three neighbouring districts (Auraiya, Etawah, and Fatehpur), with a combined population of 13·7 million and facility births ranging from 51% to 62%. 19, 20 The study districts were demographically similar to the rest of the state, according to the data from the Indian Census 2011 (appendix). The private market for maternal health care in the study area was largely made up of small, individually owned hospitals and clinics located in urban and periurban areas. Most facilities were owned by doctors formally qualified in allopathic medicine and, to a lesser extent, providers of ayurveda, yoga and naturopathy, unani, siddha, and homoeopathy (or AYUSH).
The study comprised a quasiexperimental impact evaluation, a process evaluation, and a costing and financial sustainability analysis. The study received ethics approval from the Indian Council of Medical Research (HMSC/2014/10/HSR), Public Healthcare Society in India (10/Nov/2013), and the London School of Hygiene & Tropical Medicine (London, UK; 8610). Women gave written informed consent to participate in
Research in context
Evidence before this study We identified four systematic reviews that examined the effect of social franchise programmes in low-income and middle-income countries, the most recent of which was published in 2016. We updated the search in MEDLINE to March 15, 2017 , with MeSH terms and keyword searches using the term "social franchising" and found one new study. Overall, the methodological rigour of studies was very poor, as indicated by the fact that no studies met the inclusion criteria in the Cochrane systematic literature review. The most recent review identified one randomised controlled trial and eight non-randomised controlled studies. Only two studies stand out for their methodological rigour. The first study examined a social franchising programme involving community health-care workers in Myanmar and showed that it increased treatment of childhood diarrhoea with oral rehydration solution containing zinc. The second study evaluated a social franchising programme for paediatric care in the state of Bihar (India) and found no measurable population effect on appropriate treatment for childhood diarrhoea or pneumonia. The remaining studies showed mixed results of the effect of social franchising on measures of use and quality of care. Social franchises have been documented in more than 40 countries, and in 2014, at least 90 social franchise programmes were in existence.
Added value of this study
To our knowledge, this study is one of very few rigorous studies examining the effect of a social franchising programme in health. We showed that the multifaceted social franchise programme did not increase facility births, or any other dimension of care, as measured by a large number of secondary outcomes across the continuum of care for maternal, newborn, and reproductive health. Reasons for why the intervention did not work provide potentially generalisable lessons for social franchising programmes elsewhere.
Implications of all the available evidence
Our results place a higher burden of proof on governments and donors looking to invest in social franchising for maternal health. The design of future social franchising programmes should take account of past failures.
the study. The protocol for the evaluation was published before the completion of data collection. 21
Procedures
We used differenceindifferences methods combined with matching to identify the effect of the social franchising intervention. 22 Such quasiexperimental (nonrandomised) methods are increasingly used to evaluate population health interventions 23, 24 and have been shown to replicate findings from randomised controlled trials. 25 Frequently, complex health system interventions such as social franchising cannot be randomised. 26 Moreover, findings are likely to be most relevant to policy makers when the intervention is implemented under realworld conditions without manipulation for the purposes of research.
The primary sampling unit was a cluster, defined as a ward (urban) or a village (rural) according to the Indian Census 2011. To estimate the populationlevel effects of the intervention, we did two rounds of a household survey to collect data on the outcomes of women in 180 clusters. The study involved the selection of three types of clusters: (1) intervention clusters with a Sky provider; (2) internal comparison clusters with no social franchisee in the three intervention districts; and (3) external comparison clusters in three neighbouring districts where the social franchise model was not operating (appendix).
We selected study clusters 1 year after the first social franchisee was contracted with the following procedures. 21 First, every Sky health provider was linked to its census area. 393 private providers were in the network at the time of selection, with membership reflecting decisions by the providers on whether to join and by the franchiser on which providers to target. The process of linking Sky providers to census areas led to the identification of 216 possible intervention clusters from which we selected 60 clusters at random. Second, we selected internal comparison clusters by matching without replacement the intervention clusters to 60 comparison areas within the same three districts. 27, 28 We used census data on village characteristics for the matching. 21 To limit problems of contamination, we did not select comparison clusters adjacent to intervention areas. Finally, we did the same matching procedure to select 60 external comparison clusters from neighbouring districts.
Data came from two repeated crosssectional household surveys administered to women who gave birth in the previous 24 months (round 1) or 18 months (round 2), including those individuals who had a stillbirth or whose child died since birth. The first round of data collection took place between January and February, 2015, and the second round between May and June, 2016. Eligible women were identified through a census of households, done 1 month before each round. Every member of the household was listed and then, for women aged 15-49 years, a series of questions probed whether she gave birth to a baby that was born alive, stillborn, or died before birth. Using the household census as the sampling frame and a computer random number generator, we randomly selected a maximum of 23 (round 1) and 30 (round 2) eligible women in each cluster for interview.
See Online for appendix
Panel: Matrika social franchise programme
The Matrika programme had three components: (1) establish the Sky social franchise network of private health-care providers and functional referral centres; (2) strengthen capacity of, and linkages between, rural private and public sector health-care providers to offer high-quality services; and (3) improve community awareness, demand, and linkages with maternal health services among rural populations.
Establish Sky social franchise
SkyCare providers made up the lowest level of the network. They were informal rural health-care providers, many of whom were medically unqualified and working from their home. The role of these providers was primarily to encourage women in the community to use services at higher levels in the network. The second level was SkyHealth centres. These were small clinics owned by individuals who typically had formal or alternative traditional medical qualifications. Their role was to provide antenatal care free of charge and channel clients towards appropriate facilities for delivery. Most SkyHealth centres were new providers of antenatal care. To be part of the network, they had to purchase a computer and other equipment, after which they could offer telemedicine consultations, connecting patients with doctors in a central medical facility. SkyHealth centres were also integrated into the public supply chain of iron and folic acid. At the highest level, social franchise clinics were private hospitals offering delivery and emergency obstetric care under a fee structure set by the franchiser. For all providers, the franchiser gave signage and marketed the Sky brand through various channels, such as wall paintings and radio spots.
Strengthen capacity and standardise quality of care
To improve and standardise quality of care, regular quality improvement (mentoring) visits and clinical training of 2-3 days were given to private providers in the network (not SkyCare) and public sector facilities in the same districts. Personnel at SkyHealth centres were trained to provide antenatal care, recognise and stabilise pregnancy complications, facilitate timely referrals, and provide post-partum contraception counselling. They were also trained in how to operate the telemedicine equipment. Training of higher-level social franchise providers and the public sector covered the same topics, in addition to emergency obstetric care. Non-pneumatic antishock garments were distributed to health-care providers and ambulances alongside training in how to use them.
Raise community awareness
Village-level information activities such as film shows, wall paintings, and billboards were used to increase the demand for maternal health services. Accredited Social Health Activists (ASHAs) also had 1 day of training on birth preparedness, recognition of danger signs during pregnancy, and appropriate sources of antenatal and delivery care, which they would encourage women to use.
Cost, scale, and outputs
The programme was implemented with a budget of US$3 250 000 over a 3-year period in three districts that together contained a population of 8·1 million people.
By the end of the programme, 365 SkyCare providers, 50 SkyHealth centres, and eight social franchise clinics were part of the network. Clinical training was given to 58 private providers and 188 public providers. 50 private facilities had 225 quality improvement visits and 88 public facilities had 235 visits. 2149 ASHAs had training and 221 non-pneumatic antishock garments were distributed.
Outcomes
The primary outcome was the proportion of women who gave birth in a healthcare facility. To capture the full range of benefits and unintended consequences of the multifaceted intervention, we measured 56 additional outcomes. These outcomes covered the continuum of care from antenatal care through postnatal family planning and included indicators of healthcare use, content of care, patient experience, patient knowledge, healthy behaviours, and financial strain. Many of the outcomes were standard and measured with established survey instruments that have been widely used in India and other LMICs. 1, 19 Outcomes related to quality of care drew on evidencebased practices and research [29] [30] [31] [32] measuring recommended delivery care practices, harmful or ineffective practices, frequently overused practices, and respectful care. We prespecified all outcomes and there were no major deviations from the published protocol. 21 We removed two outcomes and modified one other. An outcome for multiple births detected at pregnancy was excluded because very few women in the sample had multiple births. An antenatal care content of care score outcome was excluded because it comprised indicators that were already included in the summary index for that family of outcomes. The family planning indicator differs from the outcome specified in the study protocol (modern contraceptive use at 3 months post partum), because it was not possible to calculate the indicator in the protocol with the available data (appendix). We also collected information on the characteristics of the mother and her household to control for potential confounding. Survey instruments were translated into Hindi and backtranslated, and extensively piloted. Data were collected by trained enumerators with computer assisted personal interviewing with automated checks to limit erroneous entries. Across the outcomes, the median percentage of women with missing data was 0% (range 0-14) and the mean was 1% (SD 2·5).
Statistical analysis
Our sample size was informed by an endline comparison of two groups (intervention vs comparison).
With an observed institutional delivery of 50% at baseline 33 and an assumed coefficient of variation of 0·2, we estimated that a sample size of 60 intervention and 60 comparison clusters with 20 women in each cluster would provide 80% power to detect an 8 percentage point increase in the rate of institutional deliveries in the intervention group compared with the comparison at 5% level of significance; assuming a 
Figure 1: Study profile
Social franchisees located are those social franchises that could be matched to a census area. During the first round, 33 cases were dropped because the woman's date of delivery, which is essential for creating the exposure variable, was missing, and a further ten women were dropped because their reported date of delivery occurred before the start of 2013. During the second round, 11 cases were dropped because the woman's date of delivery was missing, and two women were dropped because their date of delivery was before 2015. The start of Sky was defined in each intervention cluster on the basis of administrative data from the franchiser on when the first Sky provider in the cluster received training. The same start date was used for the intervention clusters' matched control clusters.
coefficient of variation of 0·1 reduced the detectable difference to 6 percentage points. The coefficient of variation estimated expost was 0·18. We tested whether the intervention had an effect using a differenceindifferences analysis, which compared changes in outcomes over time between intervention and comparison clusters. 22 The analysis exploited the longitudinal nature of the data generated by the recall period used in the two rounds of the household survey, and information on the precise timing of when the healthcare provider became part of the social franchise network in each study cluster. The exposure variable was the introduction of social franchising, defined on the basis of the administrative data from the franchiser on when the social franchisee in the cluster first received training. To show descriptive data before and after the start of the intervention, we classified observations in the comparison clusters as before if the delivery occurred before the start of training in the matched intervention cluster.
The primary analysis compared intervention areas with the two sets of comparison areas (internal and external controls) pooled together. A secondary analysis addressed the possibility of contamination by comparing the intervention clusters with the external controls only (the comparison clusters in adjoining districts without social franchising). Both approaches allowed for flexible time trends with the use of a binary variable for each quarter year and allowed for differences between clusters through the inclusion of a binary variable for each cluster. We additionally controlled for characteristics of the woman, including poverty line status, urban residence, religion, ethnicity, maternal education, parity, multiple birth, and length of recall. In all analyses, we used individual data and clustered the standard errors at the cluster level.
The presence of multiple outcomes increases the probability of a chance finding of significance. We dealt with the problem of arbitrarily selecting or emphasising statistically significant treatment effects in the presence of multiple outcomes using two standard procedures. 34 First, we organised conceptually similar outcomes into 14 prespecified families (appendix). Within each family of outcomes, p values were adjusted for the familywise error rate (FWER)-the probability of making at least one typeI error-with a free stepdown resampling method. 35 We present unadjusted percomparison p values alongside the FWERadjusted p values. In general, focusing on the FWERadjusted p values is appropriate because they account for the multiple tests that were done within each family. Percomparison p values are appropriate if an individual outcome is of specific interest. 36 Second, we present standardised treatment effects by creating an index of multiple outcomes within each family, and testing for an effect on the Z score of each index. 37 This approach equally weighed each outcome in a family (appendix). We did all analyses in Stata 14.2.
Role of the funding source
The funder of the study had no role in the study design, data collection, data analysis, data interpretation, or writing of the report. The corresponding author had full access to all the data in the study and had final responsibility for the decision to submit for publication. 
Data are n (%) or mean (SD). Data are from a household survey of women aged 15-49 years who gave birth in the previous 2 years, including those women who had a stillbirth or whose child had died since childbirth. The baseline sample is comprised of women who gave birth before training of franchisee clinics started in the matched intervention cluster. *Internal and external comparison clusters pooled together. 
Results
We enumerated a total of 30 049 households in round 1 and 33 367 households in round 2 in the 180 study clusters, which identified 5473 households (round 1) and 4073 households (round 2) with eligible women (figure 1). We randomly selected 3996 women (round 1) and 3782 women (round 2) for interview. Complete interviews were obtained from 3600 women (90%) in round 1 and 3454 women (91%) in round 2. In total, we included 6998 women in the analysis, of whom 1606 (23%) gave birth before (535 in the intervention clusters, 535 in the internal comparison clusters, and 536 in the external comparison clusters) and 5392 (77%) after the start of the intervention (1782 in the intervention clusters, 1778 in the internal comparison clusters, and 1832 in the external comparison clusters). The characteristics of women in the intervention clusters were similar to those of women in the comparison clusters (table 1) . Most outcomes were similar across study groups before the introduction of social franchising (tables 2-4). We were unable to reject the equality of means or proportions for 51 (89%) of 57 outcome measures at the 5% level (appendix).
Overall, 16% of women interviewed had a below poverty line card, 92% were living in rural areas, 89% were Hindu, and 27% had no education (table 1) . At baseline, 73% of women gave birth in a healthcare facility, 8% had a caesarean section, 36% had three or more antenatal care visits, and 38% received postpartum care within 48 h of birth (tables 2-4). Indicators on the content of antenatal care, recommended delivery care practices, and the content of newborn care show deficiencies in the provision of care.
Facility births increased from 71% to 74% in the intervention areas and remained the same over time at 71% in the comparison areas (figure 2). The difference indifferences analysis estimated a nonsignificant effect of 4 percentage points (95% CI -1 to 9, p=0·100; table 3 ). The comparison and intervention clusters did not differ in any of the 14 antenatal care outcomes (table 2), in any of the 30 delivery care outcomes (table 3) , or in any of the 13 postpartum and newborn outcomes (table 4). These findings hold, irrespective of whether we focus on our preferred FWERadjusted p values or consider the unadjusted percomparison p values that do not to account for multiple hypothesis testing.
For the family of outcomes, the differencein differences estimates showed a nonsignificant effect on recommended delivery care practices of 0·13 SDs (95% CI 0·00-0·27; p=0·053; figure 3 ). Furthermore, other family of outcomes did not differ, with many of the treatment effects close to zero in magnitude ( figure 3 ).
We did a wide range of further analyses to test the robustness of our findings (appendix). First, we verified that trends in facility births were similar in the two groups before the introduction of the programme by testing for anticipatory effects. Second, we compared 
Before introduction of Matrika After introduction of Matrika Difference-indifferences effect (95% CI)
Percomparison p value
FWERadjusted p value
Antenatal knowledge and preparedness
Knowledge of pregnancy complications (0 to 1) 0·2 (0·1) 0·2 (0·1) 0·2 (0·1) 0·2 (0·1) 0·003 (-0·01 to 0·02) 0·710 0·934
Knowledge of delivery complications (0 to 1) 0·2 (0·1) 0·2 (0·1) 0·2 (0·1) 0·2 (0·1) 0·002 (-0·01 to 0·01) 0·620 0·934
Birth preparedness index (0 to 1) 0·1 (0·2) 0·2 (0·2) 0·2 (0·2) 0·2 (0·2) 0·003 (-0·03 to 0·02) 0·824 0·934 Data are n/N (%), n, mean (SD), or as indicated. Data are from two surveys of women aged 15-49 years who gave birth in the previous 2 years (round 1) and 18 months (round 2), including those who had a stillbirth or whose child had died since childbirth. FWER=family-wise error rate. ASHA=Accredited Social Health Activist. intervention clusters with the external comparisons only to allay concerns about contamination. Results for individual outcomes remained qualitatively the same. Aggregated results were also similar for all but one of the families of outcomes (appendix). The analysis showed a larger effect on recommended delivery care practices of 0·19 SDs (95% CI 0·05-0·33; p=0·008; appendix). Finally, we checked that findings were unaffected when we excluded controls for covariates, used an alternative definition for the start date of the intervention, and excluded from the analysis intervention clusters and their matched comparisons when survey teams could not locate the social franchisees.
Discussion
The study showed that the Matrika social franchise programme did not have a measurable effect on the proportion of women giving birth in a healthcare facility, nor did it improve any other individual outcome.
We measured a wide range of prespecified outcomes Data are n/N (%) or mean (SD). Data are from two rounds of a survey of women aged 15-49 years who gave birth in the previous 2 years (round 1) and 18 months (round 2), including those who had a stillbirth or whose child had died since childbirth. Indicators of respectful care were measured only for women who gave birth in a health-care facility. FWER=family-wise error rate. INR=Indian rupee. JSY=Janani Suraksha Yojana. along the continuum of care for maternal, newborn, and reproductive health, and found consistent results of no measurable effect. The only exception was weak evidence of an effect on recommended delivery care practiceswhich we regard as a proxy measure for the quality of normal delivery care. By selecting households in close proximity (within 1 km) to the social franchise providers in intervention clusters, the study design gave the programme its best chance of showing an effect. Our study had several strengths, and some limitations. The evaluation was one of the few studies that has rigorously examined the population effects of social franchising. Although assignment of the intervention was not randomised, we used prospective matching to improve balance and a differenceindifferences research design that relies on weaker assumptions than most quasiexperimental methods. The findings were not sensitive to alternative definitions of treatment, start date, comparison area, or statistical models, giving us additional confidence in the results. With so many null findings, consideration of whether the study was sufficiently powered is important. The sample sizes we obtained exceeded estimates from the exante sample size calculations, providing us with 95% CIs that were narrow enough to rule out moderate effects. The Matrika programme possibly had effects that were too small for the study to detect; however, effects of this magnitude are unlikely to have implications for public health.
The key limitations of the study concerned the outcomes. First, we were unable to use maternal mortality as our primary outcome because the sample size required would have been prohibitively large, and although we did measure neonatal mortality as one of the secondary outcomes, we were underpowered to interpret this result. Data are n (%) or mean (SD). Data are from two rounds of a survey of women aged 15-49 years who gave birth in the previous two years (round 1) and 18 months (round 2), including those who had a stillbirth or whose child had died since childbirth. Total values are higher for the neonatal mortality and 1 day mortality outcomes, because these indicators are calculated on the basis of all the women's previous deliveries, rather than their most recent delivery. FWER=family-wise error rate. 
Figure 2: Facility births in the intervention and comparison clusters
Instead we measured a wide range of upstream outcomes that could have indicated the potential of the intervention to improve health. Given the null findings, the inter vention is extremely unlikely to have generated improvements in maternal health. Second, our measures of the content of delivery care were not ideal. Some provider practices during childbirth cannot be measured with a household survey and those practices that were measured might have had recall problems. With recognition of this limitation, we did 275 clinical observations of normal deliveries in public and private healthcare facilities exposed to the intervention to assess the adequacy of the Matrika programme in improving clinical quality of normal delivery care. 38 Overall, we found that essential care at the time of birth, including active management of third stage of labour, was poor quality. 39 Although these findings do not address the casual effect of Matrika, they correlate well with the results we report here.
Our findings raise an obvious but important quest ion. Why did the programme not improve population outcomes? The impact study reported here was accom panied by a process evaluation, which we intend to report in full elsewhere, in which we interviewed social franchise clients, healthcare providers, and staff in the imple menting organisations. Drawing on the process evalu ation findings, we examined what aspects of the theory of change did not appear to work. The competitive nature of the market for antenatal care and delivery care meant that providers in the social franchise network achieved very low market share. For example, only 3% of women in intervention clusters used the franchise for antenatal care, with most relying primarily on government sources of care. Part of the challenge in obtaining market share might also have been that most SkyHealth providers offering antenatal care were male when there is a strong preference for female antenatal care providers in this setting. Branding and promotion of the social franchise were meant to attract women to services, but only 24% of women in intervention clusters were aware of the social franchise brand, and those who were aware of the brand did not recognise it as a signal of quality, suggesting that marketing activities were not effective.
SkyCare and community healthcare workers (Accredited Social Health Activists or ASHAs) were expected to encourage women to attend antenatal care services, but this mechanism did not prove effective. There was no clear logic to why these actors would be effective in encourag ing more women to use services when ASHAs in India have long been incentivised to play the same role under the government's Janani Suraksha Yojana programme. Moreover, SkyCare providers had little previous experience working in maternal health and did not see themselves as health educators. The Matrika model also relied on SkyHealth centres to refer women in need of delivery care to higherlevel facilities in the network. In practice, this referral rarely happened because there were no strong incentives to do so. The telemedicine was intended to attract clients to use antenatal care as well as improve the content of such care. Women reported that telemedicine was a pull factor, but poor internet connectivity meant the telemedicine did not always work and was frustrating to use. Insofar as there was a small improvement in recommended delivery practices, this improvement was likely to be due to the clinical training and supervisory visits in the public sector. An established body of evidence has shown that training alongside supportive supervision can improve quality of care in LMIC settings. 40 We note that these activities could have been implemented without the need for a social franchise network.
Our findings pertain to a specific model of social franchising and naturally we should be cautious in generalising beyond the study setting. For example, a different social franchising model in India focuses only on higherlevel hospitals providing obstetric care. 14 However, some features of the Matrika programme are similar to other social franchise models and we can speculate what lessons might be learnt. First, it is important to distinguish between social franchises offering basic services such as family planning and franchises that seek to provide more complex healthcare services such as obstetric care. Evidence on more complex healthcare services is particularly scarce, but we note that our findings are similar to those findings from a study 41 of a comparable social franchising programme for paediatric care in the state of Bihar. Second, we question whether patients recognise the brand of a social franchise as a signal of quality, 42 particularly in contexts where the reputation of the doctor is what people care about. Third, the extent to which a social franchise network can have an effect depends on whether healthcare providers in the network can establish or already have a reasonable market share. In markets that are already competitive, expanding market Data are from two rounds of a survey of women aged 15-49 years who gave birth in the previous 2 years (round 1) and 18 months (round 2), including those women who had a stillbirth or whose child had died since childbirth. This figure shows standardised treatment effects on indices generated from multiple outcomes within a family. We recoded individual outcomes when necessary so that higher values correspond to better outcomes. Treatment effects are presented in SD units of the comparison group. We did these analyses with all available data. share might prove to be a challenge. 41 Fourth, social franchises often rely on community healthcare workers to carry out demand creation activities. In practice, this workforce might already be overburdened in their existing government role and are unlikely to prioritise activities for the social franchise programme. 43, 44 Finally, in the standard model of a commercial franchise, businesses are partly incentivised to maintain standards through the threat of expulsion. This sanction can be harder to apply in the case of social franchising, raising the question of whether such programmes can in practice leverage such incentives. Programmes seeking to engage with the private sector might be better placed to affect changes in quality when they are linked to health financing initiatives that purchase services from private providers, giving them strong financial incentives to stay within the programme. All these lessons point towards the importance of understanding market conditions, what patients value, and how improvements in quality can be encouraged, before the implementation of a social franchise pro gramme. At the very least, our findings should place a higher burden of proof on policy makers and funders looking to invest in social franchising for maternal health.
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